Estimating Deaths Due to Medical Error: The Ongoing Controversy and Why It Matters
Shojania KG, Dixon-Woods M. BMJ Qual Saf. 2016(Oct 12) . [Published online ahead of print.] Extract free; full text requires subscription. http: //qualitysafety. bmj.com/content/early/2016/10/12/bmjqs-2016-006144. extract In this perspective article, the authors take a critical look at the debate over a recently proposed estimate that suggests the number of deaths due to medical error is much higher than has been indicated by previous studies, arguing that this estimate is problematic for several reasons. In addition to identifying methodological limitations in the studies from which the estimate was derived as well as in the methods used to extrapolate from this data, the authors express concern that an intense focus on preventable deaths could weaken efforts to address the vast number of errors that cause substantial harm and suffering but do not lead to death. While acknowledging the laudable intent to draw attention to the magnitude and urgency of the issue of medical error, the authors conclude that "[the new estimate] risks undermining rather than strengthening the cause of patient safety. "
Measuring Patient Safety: The Medicare Patient Safety
Monitoring System (Past, Present, and Future) Classen DC, Munier W, Verzier N, et al. J Patient Saf. 2016(Oct 20 Patient_Safety___The_Medicare_Patient.99576 .aspx The need to establish scientifically rigorous and reliable systems for measuring and monitoring safety in the delivery of health care has been recognized as a critical requirement for advancing patient safety improvement efforts. In this article, the authors discuss the development and evolution of the Medicare Patient Safety Monitoring System (MPSMS), which has now been in operation for more than 10 years and provides what the authors note is one of the "largest and most robust" sources of clinical data on patient safety currently available. The article provides an overview of the current landscape of approaches to patient safety measurement and the challenges and opportunities involved, and describes an initiative now underway that will expand the range of incident types captured by the MPSMS.
3. An Embedded Checklist in the Anesthesia Information Management System Improves Pre-Anaesthetic Induction Setup: A Randomised Controlled Trial in a Simulation Setting Wetmore D, Goldberg A, Gandhi N, Spivack J, McCormick P, DeMaria S Jr. BMJ Qual Saf. 2016(Oct); 25(10):739-746. Abstract free; full text requires subscription. http://qualitysafety. bmj.com/content/25/10/739.abstract While the field of anesthesiology has been recognized for its pioneering achievements in improving the safety of patient care, adverse events associated with anesthesia do still occur, and there is potential for useful application in this field of tools and strategies that have proven successful in other industries where workers routinely operate under conditions of high risk and time pressure. In this study, an evaluation of a procedural checklist-designed to ensure completion of specified safety practices prior to anesthesia induction-was associated with significant improvements in residents' performance in a simulated setting. com/article/10.1007/s00464-016-4782-4 In this study, surgical residents who were interrupted by pages or telephone calls requiring them to answer clinical questions about another patient under their care took significantly longer to complete a simulated procedure than did those who were not interrupted, and were more likely to make mistakes in clinical judgment than were a similar group of residents who responded to the same set of questions while not simultaneously performing another task. The study helps to expand insights into the ways in which interruptions and distractions in the operating room environment could affect surgical performance and the safety of patient care. Drawing on data from an analysis involving more than 2,100 parents of patients at 3 university-affiliated pediatric clinics, this study shows that varying the presentation of units of measurement displayed on the dosing instrument and on the medication label (and the agreement between the two) significantly affected the likelihood that parents would make dosing errors when administering liquid medications in an experimental setting. The study provides insight into specific elements of medication labeling conventions that could be modified in order to improve patient safety. 1080/00140139.2016.1245446 Analyzing data from a series of educational workshops designed to introduce UK health care providers to the principles and practices of human factors engineering, this study describes factors that workshop participants perceived as key obstacles to the provision of safe and high-quality patient care. Drawing on examples of successful approaches developed in other high-risk industries, the authors discuss how the use of human factors engineering principles and techniques could help to address these challenges in health care. S0020-7489(16) 30004-9/ abstract This article seeks to explain why, despite what appears to be a wealth of evidence about the negative impact of insufficient nurse staffing levels on safety-and quality-related patient outcomes, only limited changes to policy and practice based on this evidence have been implemented to date. The study examines difficulties in applying the existing evidence in practice and offers recommendations for how these might be addressed in the design of future research to examine the relationship between staffing parameters and patient safety.
Evaluating the Effect of Distractions in the Operating
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Nursing Strategies to Increase Medication Safety in Inpatient Settings
Bravo K, Cochran G, Barrett R. J Nurs Care Qual. 2016(Oct-Dec); 31(4):335-341. Full text free. http://journals.lww.com/jncqjournal/ Fulltext/2016/10000/Nursing_Strategies_to_Increase_ Medication_Safety.6 .aspx Drawing on data from 2 studies that examined medication safety practices in critical access hospitals, this study analyzes the characteristics of interruptions and distractions that occurred during the medication administration process and describes tools and techniques that nurses can use to mitigate the potential negative effects of these disruptions on patient safety. A script that outlines a specific decision-making algorithm for safely managing interruptions is included as one of the strategies discussed. Seeking to expand evidence about the occurrence of adverse incidents associated with cataract-related eye surgery, this study analyzes data from more than 4,300 incident reports submitted by Pennsylvania health care facilities that involved incorrect intraocular lens implantation, injection of anesthesia in the wrong eye, or surgery performed on the wrong eye. Although results suggest that such incidents continue to occur infrequently and rates of associated harm are low, evidence of a trend toward increasing frequency of incorrect lens implantation events indicates the need for continued efforts to improve safety, such as through the use of surgical checklists and the Joint Commission Universal Protocol. Instances of accidental retention of surgical items in patients have continued to occur despite numerous efforts to prevent these incidents, and the use of radio frequency detection (RFD) technology has been proposed as one possible approach to addressing this problem. In this study, a prospective analysis examining the use of an RFD-enabled sponge identification system during emergency surgical procedures showed that the intervention was effective in preventing retained surgical sponges, despite the high risk for such events associated with emergent operations. 
Process Assessment Is Key to Prevention of Certain Ophthalmology Events
The Role of Radio Frequency Detection System Embedded Surgical Sponges in Preventing Retained
October is Health Literacy Month. This issue of Current Awareness includes the following nine articles on topics relevant to health literacy.
Communication Strategies for Empowering and Protecting Children
An Efficacy Trial of an Electronic Health RecordBased Strategy to Inform Patients on Safe Medication Use: The Role of Written and Spoken Communication
Curtis LM, Mullen RJ, Russell A, et al.
Patient Educ Couns. 2016(Sep); 99(9):1489-1495. Abstract free; full text requires subscription. http://www.pecjournal.com/article/S0738-3991(16)30299-3/abstract
Difficulties in understanding information and instructions for medication use may increase the risk of medication errors and drug-related adverse events, and ensuring effective patient-provider communication about the use of prescription medications is an important area of focus for patient safety. In this study, patients at an outpatient clinic who received educational medication information sheets (automatically generated through a program in the electronic health record system) demonstrated improved understanding of information about their prescribed medications. A finding of note was that while the provision of printed information sheets alone was associated with increased patient understanding, the effect was significantly greater when patients received the printed information in combination with verbal counseling from their physician. Patient_Perspective, _Consent_Forms_Fall.99588 .aspx Drawing on data from interviews conducted with patients at 2 large teaching hospitals, this study provides a qualitative analysis of patients' perceptions of informed consent documents and shows that many found the forms confusing and difficult to understand, even though most study participants had post-high school education and relatively high levels of literacy. While the study echoes findings of previous research in suggesting that consent forms currently in use often fail to achieve the stated goal of enabling patients to make fully informed decisions about their care, it provides new insights by identifying patients' views about specific changes that could improve the design of consent forms and processes. literacy-and-palliative-care-workshop-summary Ensuring that patients can obtain and understand the information they need to manage their care is important in all health care settings but may be particularly crucial in palliative care, where patients are often facing serious illness, complex treatment regimens, and the need to coordinate communication and activities of care among multiple health professionals and family caregivers. Summarizing discussions from a workshop convened by the National Academies of Sciences, Engineering, and Medicine, this publication explores the role of health literacy in promoting effective communication and safe and high-quality care in the palliative care setting, highlighting key considerations and possible strategies for improvement. J Gen Intern Med. 2016(Feb); 31(2):242-246. Full text free. http://link.springer.com/article/10.1007/s11606-015-3513-1 This article describes the development of an educational workshop and an accompanying clinical evaluation designed to teach fourth-year medical students skills for communicating effectively with patients during transitions in care, such as the period surrounding discharge from the hospital. The study suggests that incorporating such a program as a part of formal medical training curricula could improve trainees' ability to manage common communication challenges that may increase the risk of errors and adverse events associated with care transitions.
From the Patient Perspective, Consent Forms Fall Short of Providing Information to Guide Decision Making
Health Literacy and Palliative Care: Workshop Summary
Health Literacy in Transitions of
Integrating Health Literacy, Cultural Competence, and Language Access Services: Workshop Summary
Roundtable on Health Literacy, Board on Population Health and Public Health Practice, Health and Medicine Division, National Academies of Sciences, Engineering, and Medicine. Washington, DC: National Academies Press; July 2016. Full text free. https://www.nap.edu/catalog/23498/integratinghealth-literacy-cultural-competence-and-language-accessservices-workshop Health care organizations are increasingly being called upon to develop effective approaches for providing care to patient populations that represent a wide range of ages, ethnicities, cultural backgrounds, and language capabilities. Summarizing discussions from a National Academies of Sciences, Engineering, and Medicine workshop, this report examines how health literacy concepts could be applied in relation to efforts to ensure safe and equitable care for diverse patient populations and to overcome access barriers related to cultural or ethnic background, education level, socioeconomic status, or language proficiency. The increasing availability of publicly reported comparative data about health care system quality and safety performance has the potential to serve as a valuable resource to help patients find the best care, but evidence suggests that the information currently available is difficult for many patients to access and understand. In this study, an analysis involving 902 health care consumers in the Netherlands showed that specific elements of design and format-such as including an overall performance score, use of colored dots, and limiting the total number of providers shown-improved participants' ability to correctly interpret comparative performance information in an experimental setting. Summarizing findings from 47 published articles, this study provides a synthesis of existing evidence about the nature and effectiveness of interventions designed to improve understanding of and adherence to medications among patients with low health literacy. While the analysis shows that a variety of types of information tools and strategies could be beneficial, several specific features were identified as common elements among the most effective programs. These included the provision of additional resources or tools to supplement written information, inclusion of personalized information, and ensuring that resources provided were easy for patients to access and navigate.
Making Comparative Performance Information
A Systematic Review of Interventions to Improve Medication Information for Low Health Literate Populations
Through the Veil of Language: Exploring the Hidden Curriculum for the Care of Patients with Limited English Proficiency
Kenison TC, Madu A, Krupat E, Ticona L, Vargas IM, Green AR. Acad Med. 2016(May 10 In this study, a qualitative analysis involving nursing and medical students from two academic hospitals showed that even though students had received formal education on the care of patients who do not speak English, they often encountered barriers to providing safe and effective treatment for these patients in practice. The study suggests there is a need to address system-related issues as well as aspects of organizational culture and the learning environment that could undermine efforts to provide safe care for patients with limited English proficiency, with particular emphasis on the need for faculty to model attitudes and behaviors that reinforce the principles students have learned during their training.
